M!SSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH :53-7'0128'?8

O'EPAR'I'MEHT GF PUBLIC HEALTH AND WELFAR

4
DO NOT WRITE AMENDED Regis Digtrict No. '5/ o Primary Régistration District No. _ng_d_kegimu’l No. __7_7 ________
ON THIS STUB -

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whera deceased lived. 1f institution: Residence before
a. COUNTY a. STATE b. COUNTY

Saint Charles : Missour{ ““"st.Chartes "

b. Col'l’aY {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b [ CI‘I'Y Inside Limirs

TOWN  gaint Charles minuteP SMural-Dardenne twsp. Yei O No W

€. Tiuol-gPTmEOORF {If NOT in hospital, give location) {niide Limits d. :I;RDEIEETSS {If cutside, give lacation) Reside on Farm

WUV st, Joseph's Hospital|™® M0 0'Fallon,Hills vy Mo D

3. MAME OF DECEASED First Middie Last 4. DATE Manth Day Yeor
(Type or print) F

[+]
: Porey . Oliver DA March 10, 1963
5. SEX 6. COLOR OR RACH 7. Marrled [0  Never Married X le. DATE OF BIRTH | - AGE [Iaat birthday) mN:EE DVEA& ::UNDER 24 HR
. Widowed O Diverced [ / — ths ays ours Min,
Male _White : 2/2 s )74

10z. USUAL GCCUPATION [Give kind of work dene | 10b. KIND OF BUSINESS OR INDUSTRY| T1. BIIfI'HPLACE (City and siate or country) | 12, CITIZEN OF WHAT COUNTRY

during m&neo;lv.wtorking lifs, even if retired) 6&/{60 L @41\1;55£ﬁ Md. U. S.. A.

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 4 |14 NAME OF HUSBAND OR WIFE

Cloys Qliver A None
15. WAS DEC_EASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY N@&. B Address

(Yes, noNbunknown)' (If yes, give war or dates o 6 p La

STATE FILE NUMBER

V5.300
Rev. 4/59

DATE AMENDED

18. CAUSE OF DEATH (Enter only one cayse pq INTERVAL BETWEEN

PART |. DEATH WAS CAUSED BT: . - ! ONSET AND DEATH
IMMEDIATE CAUSE {a) Mh-«-‘?& /M | Aot

DOCUMENT

7 1
'Canditions, if any,]  DUE TO {B) M&ﬂz&i{_ﬁéﬂwﬂa 1A ko
which gave rise T

-above cause (a),
stating the under-
lying cavse last. DUE TO ()

PART It. OTHER SIGNIFICANT coNDmONS CONTRIBUTING TC DEATH but not releted 1o the terminsl PART 111, If decessed was female was
disease condition-given in PART | [a) there a pregnancy in last 90 days.

] O Yes I O Ne l [ Unknown
19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE HOMDICIDE 20b. DESCRIBE HOW. INJURY OCCURRED. (Enfer noture of injury in PART { or PART Il'of item 18.)
= O '

PERFO D? - -~

YES PN [ B Shat by peighber douy wilh .2f ca] hondgun
20c. TIME OF ﬁ Month, Day, Year 4 [

INJURY a. .
7030 3 -70-63
20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
farm, factory, street, office bldg., et.)

N A B g | P ot d Mewr O’ Fallon St Chlarkes o

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

" -MEDICAL ‘CERTIFICATION

1. 1 anterided the decessed from3=104 A eor to. {199 9 s and last sow Tipalive on__f2 ' 3O P
‘Death , occurred  at. [HEE) d = 'P —m on the date n(med above, and ta the best of my knowledge, from the causes stated.

{Degree or title) 22b. ADDRESS . 22c. DATE SIGNED

\Ve. Q. B i §. Second {d.Cherdr vy, | 31103

Z3a. BURIAL, CREMATION, . 234 NAME OF CEMETERY OR CREMATORY 73d. LOCATION (City, town,, or county) {State)
REMOVAL (Specify) s
Loegl Corqeran CarpBall E__M_;__
Removal ¥ 3 ] 2 A . 4 EGF?RAR‘S SIGNATURE

24. FUNERAL DIRECTOR 25. DATE REqB. BY LOCAL REG R
,é!yvgg,g,g LrnEen L, fory @/_»z' B ELL T—r7/—b ,

A Erbnl ‘s- Stat t on Reverse Side)

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

.BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body'whose name is recorded on the reverse side of this certificate was embalmed by me,

or by - _ _ : Student Embalmer No.

working under my personal supervision.

Student

Signeture of Student Embalmer

Licenséa Embalmer No. 4’ 7 3

P. O. Address L7 - A st !

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). ’ :

If embalmed by a STUDENT, he also shall-sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above. -




